, and mounting evidence that it is similarly effective for persistent insomnia associated with medical or psychiatric disorders.
pam), combined therapy, and a placebo control condition. 15 All three active treatments produced short-term improvements in sleep, but the temazapam-only condition regressed to baseline during follow-up. By comparison, both groups treated with CBT exhibited good 12-month outcome, suggesting the durable efficacy of CBT relative to PCT. Recently, Sivertsen et al. (2006) reported that CBT was associated with greater benefit than zopiclone. 16 CBT was associated with a 10% increase in polysomnographic sleep efficiency (SEFF) at post-treatment and 6-month follow-up, relative to no reliable change with zopiclone.
Based on the published evidence, the National Institutes of Health Consensus and State of the Science Statement (2005) concluded that CBT is "as effective as prescription medications are for short-term treatment of chronic insomnia. Moreover, there are indications that the beneficial effects of CBT, in contrast to those produced by medications, may last well beyond the termination of active treatment" (page 14). 14 
The Clinical Effectiveness of CBT
For any treatment to become a "gold standard" in routine care it is important to have effectiveness data as well as efficacy data. Effectiveness studies speak to the generalizability of beneficial effects to the population at large, 17 and although research of this type is limited for CBT (as it is for PCT), there are indications that CBT may be effective across a range of presenting populations.
For example, a comparative meta-analysis, comparing CBT outcomes in middle-aged and older adults (55 years plus), reported moderate to large ES, regardless of age, in sleep onset latency (SOL) and wake time after sleep onset (WASO). 7 Consistent with this, AASM also recommend CBT as a standard treatment for insomnia in older adults. 11 Likewise, a recent randomized controlled trial has found that CBT is clinically helpful in depressed patients with co-morbid insomnia. Manber et al (2008) compared citalopram + CBT with citalopram + "sham" CBT, and reported significant benefits not only to sleep but to depression itself, reflected in an ES difference of 0.24 in favour of citalopram + CBT on the Hamilton Rating Scale for Depression. 18 We have recently reported on the effectiveness of CBT in post-cancer care 19 ; reinforcing the earlier findings of Savard et al. 20 that CBT is effective in insomnia associated with cancer. Indeed, much of our work in Glasgow has been in the clinical effectiveness tradition, enrolling relatively unselected patients into our trials programme. We have randomized 490 patients across 3 clinical trials of CBT versus treatment as usual, 19, 21, 22 and have not found any consistent pattern of demographic or clinical predictors of poor response to CBT. In other words, our findings support the effectiveness of CBT, obtaining an approximate 70% treatment response regardless of severity or chronicity of presenting characteristics. 23 This is consistent with other UK data showing that insomnia in chronic hypnotic users also responds well to CBT. 24 The Challenge for CBT All treatment modalities evolve over time as active elements are identified and refined, as new interventions are evaluated, and as efficacy data are replicated in clinical effectiveness paradigms. CBT methods are no exception. There always will be questions on treatment outcome to answer -but this is not the main challenge. At this point, doubts about CBT do not reside in its efficacy, nor even in its effectiveness, but in its feasibility. Can CBT really become a first line treatment for insomnia in everyday practice? Figure 1 illustrates some of the dilemmas to be faced in considering how to offer CBT services to the population who may benefit from it. Can a CBT service delivery model be developed to cope with high volume of need, safely and effectively, whilst still being affordable?
Stepped Care as a Potential Vehicle for CBT Service Delivery
An "insomnia care pathway" is required if we are to prevent nascent CBT services from being strangled at birth. Such a pathway would fit well with a stepped care design solution. We have previously suggested how a CBT for insomnia stepped care "triage" system might work, 22, 64 as have others. 65 Indeed, the potential of stepped care has been discussed at professional and scientific meetings for some time. Stepped care offers a generic approach to care management, 25 and is often conceptualised as a pyramid. As can been seen in Figure 2 , high patient volume is managed at the base of the pyramid using low intensity treatments, with progressively smaller volumes, and greater expertise in assessment and treatment, being concentrated towards the top step. Certainly in the UK, an important part of mental health service commissioning is focussing upon the urgent need to increase access to psychological therapies for common mental health problems, with stepped care being proferred as part of that solution. 26 Crucial, to the successful and safe operation of stepped care, is that the level of intervention that people receive, either initially or subsequently, is not arbitrary; rather, it should reflect assessed need. Moreover, the number of steps in any stepped care model would be determined by the number of interventions or levels of intervention that are proven and available, and also by the upper limits of what within the healthcare system would be affordable.
Let us then consider criteria for selecting an "entry level" treatment within a stepped care system. At this level, represented by the base of the pyramid, the least restrictive therapy has to be identified (Figure 2 ). According to Bower & Gilbody (2005) , 25 this should be a: Table 1 .
First, this least restrictive therapy must satisfy what is known as the equivalence assumption. That is, despite being a minimal intervention, the entry level treatment must be evidencebased to provide significant health gain. That is, a deliverable and relatively inexpensive treatment that can benefit at least a substantial proportion of patients, but without risking adverse effects. So, for example, if a simple and easily administered benign treatment had been shown to lead to remission or clinical response, in say 30% of patients, it would be equivalent in outcome for these patients to any more complex, more timeconsuming, or more expensive intervention that they might otherwise (unnecessarily) receive.
Second, and extending the above argument, the efficiency assumption supports the use of the minimal effective intervention at each step as a reality check upon the true (finite) availability of healthcare resources. That is, not only would it be effective to follow a stepped care approach, it would also be prudent. By investing resources across a spread of intervention steps, it is more likely that the maximum number of patients can be treated in an optimal way, within budget. Again, using the above example, the minimal intervention might meet the needs of say 30% of the patient population. Thus, it satisfies what would otherwise be a substantial demand on resources whilst actually consuming relatively little resource, and without detriment to care outcomes. At the whole population level, this helps to deliver population health gain because it provides effective treatment quickly to many, and conserves resources (time, expertise, funds) for those patients whose effective treatment will require greater resource.
Third, a stepped care service must be acceptable both to professionals and to patients. The acceptability assumption is addressed by capacity in the system both for an initial evaluation of need and for subsequent "self-correcting movement," so that patients can shift between levels when this is deemed appropriate. Supposing an individual starts off at a given level, a decision might be made later about discharge or about stepping up to the next level, based upon their progress. This might be appraised through review of validated data collected on their condition (e.g Insomnia Severity Index 27,28 scores against threshold criteria), or through clinician judgement that outcomes are or are not (yet) satisfactory. But also, the patient would be permitted the perspective that s/he may prefer to see someone with a high level of expertise and/or for longer, even though this might not appear to be necessary from an evidence-based perspective.
Stepped care models have proven useful for a wide range of disorders. It is beyond the scope of this paper to go into this in detail, but, for example, a good review of stepped care for chronic illness was published recently 29 and stepped care for primary care patients with persistent depression has been encouraged for at least the past 10 years. 30 It is noteworthy in this latter respect that three meta-analyses of brief behavioral interventions for depression have been published within the past couple of years. [31] [32] [33] Is Insomnia a Suitable Disorder for Stepped Care?
There are four main reasons for considering insomnia to be a suitable condition for stepped care.
First, insomnia is very common. 34, 35 A problem that affects 20-25% of the adult population, and up to 10% on a chronic basis, requires a care pathway to be developed to manage it effectively. All practitioners and healthcare services operate on finite resources, hence the need to manage common problems both soundly and equitably.
Second, and related to the first, insomnia presents with varying levels of severity and complexity, from short-term troublesome symptom, through persistent primary disorder, to co-morbid disorder. 36 The fact that persistent insomnia is an established risk factor for mental ill-health 37, 38 also suggests that judgement needs to be exercised to determine when, and at what level, a patient's insomnia should be addressed.
Third, there are pragmatic reasons to develop stepped care for the behavioral management of insomnia, not least of which is the shortage of skilled practitioners. There are relatively few people with sufficient expertise to treat the high volume of insomnia patients who might benefit from CBT. Some useful suggestions have been made about how numbers of behavioral sleep medicine specialists might be increased. 39 However, the figure 2 -A generic stepped care model illustrating incremental levels (steps) of intervention complexity. The most efficient service will ensure maximal throughput by stepping patients according to need, matching interventions to needs, and making best use of available expertise.
Stepped Care CBT for Insomnia-Espie that is tailored specifically to a patient's complex sleep needs over numerous sessions delivered by an expert psychologist trained in behavioural sleep medicine would represent the most resource intensive approach. This may be necessary for some patients, but probably not for very many. This is a crucial point. The great majority of insomnia patients need not, should not, and could not (possibly) be treated by such highly qualified individuals.
At the other extreme, a sizeable proportion of patients might derive significant benefit from a guided self-help book, from participation in a CBT class in a community college or sports centre, or through a web-based CBT portal. There is an insufficient evidence base at present to differentiate these precisely, or indeed other resource combinations that might be constructed, but the point is that CBT is intrinsically an adaptable health technology.
Second, although a limited analogy, it may be helpful to think of stepped care as a "dosing schedule," whereby any given patient will require the necessary amount of intervention to respond (not less because it will not work, and not more because it will not add anything). "Dose" might be determined by the number of elements in the treatment, the number of sessions, the amount of personal tailoring of treatment, the qualifications and experience of the therapist, ….. and so on, as per the content of the domains in Figure 3 . Consequently, entry level CBT should be the lowest dose proven to be associated with clinical improvement. Traditionally, a dose response is the relationship between the amount of exposure (dose) to a substance, and the resulting changes in body function or health (response). It has been suggested that the therapeutic session is the natural quantitative unit of psychotherapy. That is, the number of sessions is stochastically related to exposure to the active ingredients in any psychotherapy. 41 Following this rationale, have shown that a brief CBT (4 session) intervention is clinically effective in primary insomnia, but less so in comorbid insomnia, 42 implying that dosing may need to reflect complexity of presentation. Whatever the input is chosen as the dosing unit, and whatever the limitations of the analogy in general, it does seem that CBT would be a suitable intervention for stepped care also because there are numerous escalating characteristics that might be applied to its delivery (cf. Figure 3) .
Third, CBT is also suitable for stepped care because, in the real world, people do make choices about treatment. In one elegant study, behavioral and pharmacological treatment scenarios were offered to insomnia patients who rated these in terms of their acceptability. 43 Results showed that typical patient preference was for a behavioral treatment approach. We have recently replicated this preference for CBT in patients with psychophysiological insomnia and idiopathic insomnia. We have also demonstrated that some patients with idiopathic insomnia would be open to a (non-curative) acceptance-based approach to therapy. 44 Importantly, people make choices not only about the type of treatment that they would prefer, but they also make behavioural choices about home implementation of treatments. Such motivational processes are cognitive-behavioral in nature, again indicating the suitability of CBT for insomnia. So, whereas the number of sessions offered or attended reflects an administration (exposure) dose of CBT provided to the patient, the "absorbed" dose taken by the patient reflects their home base number remains very low, even in the US where sleep services are better established.
Fourth, insomnia is typically a chronic disorder that does not necessarily remit. 40 Certainly, there are everyday sequelae of insomnia, but these are seldom novel, acute, or inherently dangerous. Rather, the morbidities associated with persistent insomnia are longer term risks to health and well-being. Consequently, insomnia is a suitable disorder for stepped care, even at the entry level, because there may be few adverse consequences to providing a minimal intervention, even if a proportion of patients are initially non-responders. Besides, they would then be stepped up to a higher intensity treatment.
Finally, it should be noted that pharmacotherapy for insomnia also can be readily accommodated within a stepped care approach, ranging from herbal and other "medicinal" products that people purchase for themselves "over the counter" at one extreme, through primary care management, to expert prescription and review of licensed and "off label" medications. It is beyond the scope of this paper to discuss PCT in any detail, but it is important to acknowledge that the evidence-based treatment of insomnia at population level requires both CBT and PCT to be available and that, in practice, CBT and PCT may be offered to individuals in combination. Consideration of an insomnia stepped care pathway, therefore, does not intrinsically prejudice clinical practice or research study in one direction or the other.
Is CBT a Suitable Intervention for Stepped Care?
There are several compelling reasons for believing that CBT is an inherently suitable treatment modality for stepped care.
First, as psychotherapies go, CBT methods have proven to be remarkably adaptable, across a wide range of disorders. 26 CBT is no exception. Indeed, Figure 3 illustrates that there are six domains of resource intensity that might be (co-) varied to yield treatment solutions. So, for example, one-to-one therapy
Stepped Care CBT for Insomnia-Espie PSG staff, pharmacists) could deliver manualized CBT equally faithfully and effectively. This has yet to be formally evaluated. Taking our most recent trial as an example, 19 standardised relative ES at post-treatment and at 6-month follow up for CBT were medium to large for SOL, WASO, and SEFF, with a small ES for total sleep time. Medium ES were also found for reductions in anxiety, depressive and fatigue symptoms, and for improvements in health-related quality of life, indicating that the benefits of CBT may go beyond sleep pattern per se.
There is then substantial evidence for manualized CBT [1] [2] [3] [4] [5] [6] [7] [8] and that it may be delivered in cost-effective ways. 19, 21, 22, 50 Manualized CBT could be the entry level treatment in the stepped care model, but there may be a step below this.
self-administered CBT
"Self-help" is a rapidly growing area within mental health, and consistent with this, bibliotherapy, CD-ROM, televised media and internet-delivered CBT methods have now been reported. 51 Whereas the first published paper on self-administered behavioral treatment for insomnia appeared 30 years ago, 52 it is only relatively recently that such approaches have become a focus of systematic research investigation.
A meta-analysis of 10 studies enrolling a total of 1,000 participants concludes that minimal contact (e.g., telephone support, brief appointments) or entirely self-directed (e.g., books/ booklets, audiovisual, internet) CBT yields small to medium ES. 53 Thus, there appears to be significant population benefit, but the effects are weaker than in individual or group treatment. Consistent with this conclusion are data from formal comparisons of self-administered vs. "face to face" CBT, where the latter has generally shown superior outcomes, although self-help was also beneficial. [54] [55] [56] Internet-delivered CBT is relatively novel. Three randomized trials have been reported to date 57, 58, 61 and results so far are encouraging, particularly given the potential of the web to reach extremely large populations Therefore, taking all the evidence on CBT into account, it seems reasonable to conclude that self-administered CBT offers the least restrictive entry based treatment that has satisfactory outcome data, with nurse-delivered small group CBT providing the second level (Figure 4) .
What Might Constitute the CBT Stepped Care Hierarchy?
The domains in Figure 3 should assist researchers to consider how resource intensity of CBT might be modelled in healthcare services and in future outcome studies. From the present literature, we know that nurses, graduate psychologists, experienced clinical psychologists, and expert clinicians have all been involved in CBT trials, and that there is an emerging range of delivery methods. Figure 4 is proposed as an exemplar of what evidence-based stepped care might look like, circa 2009. It also parallels contemporary pathways for other common mental disorders. 26, 59 Working on this occasion from top down, at the top of the hierarchy, we might have the most experienced specialists, with the relatively rare combination of CBT and Behavioral Sleep Medicine skills, working with individual complex cases, perhaps on a tertiary referral basis at a sleep centre. At the next level, clinical psychologists might take on individual CBT patients. Indeed, there may be considerable untapped potential for qualified psyimplementation/ adherence to the therapeutic instructions. We know, for example, that patients who achieve more consistent bedtimes and rising times have improved sleep efficiency 45 suggesting that application of advice is an important predictor of outcome. Likewise, it has been found in one study that only adherence explained variance in patients' post-treatment outcome. 46 Indeed, the importance of choice is evident in that not all patients with insomnia even seek help through traditional clinical routes. 47, 48 Stepped care offers greater engagement with such issues by explicitly recognizing that acceptability is central to the way people behave (Table 1) .
What would be the Entry Step for CBT that is Evidence Based?
In order to construct a stepped care model for CBT, it is of first importance to consider what would be the minimal intervention, known to provide significant health gain (Figure 2) , that satisfies the assumptions summarized in Table 1 .
sleep hygiene
In practice, the most common non-pharmacological approach is probably provision of sleep hygiene education, either verbally during consultation or by clinic leaflet. In terms of Figure 3 , this represents self-help material, BUT with very limited CBT content either conceptually or therapeutically. Certainly it is unrestrictive (cf . Table 1) , however, there is no evidence from trials data or from meta-analyses that sleep hygiene is an effective treatment. Indeed, sleep hygiene is not even mentioned in either the 2005 US NIH insomnia consensus statements, 14 or in the 2004 UK NICE technology appraisal on the management of insomnia. 49 Furthermore, current AASM insomnia practice parameters state that "insufficient evidence is available for sleep hygiene education to be an option as a single therapy. Whether this therapy is effective when added to other specific approaches could not be determined from the available data" (p. 1417). 11 Thus, the apparent proliferation of sleep hygiene advice as if it were a stand alone treatment, or even as an adjunct to PCT, is a practice that is independent of supporting data. Sleep hygiene does not meet the essential criteria for a minimally effective intervention offering significant health gain and so cannot be the first step within a stepped care CBT approach.
manualized CBT
In contrast to sleep hygiene, an intervention "product" that does appear to be well evidenced is manualized CBT. 4, 8, 36 This is where the practitioner follows a highly structured treatment protocol based upon therapeutically indicated CBT elements (content domain in Figure 3 ). The manual helps to ensure treatment fidelity, and also consistency in clinical practice. Manualized CBT has been found to be effective also across a range of client groups from primary insomnia to insomnia associated with medical or psychiatric disorder. The majority of published studies has utilized individual therapy, typically provided by a psychologist, but a substantial minority has adopted a group treatment approach. [1] [2] [3] [4] [5] [6] [7] [8] Our own approach involves CBT practitioners delivering manualized CBT over five, weekly, small group sessions. 19, 21, 22 We have used nurses as therapists, for professional (e.g. familiar with protocols) and pragmatic (largest group of healthcare professionals) reasons. However, we believe that other staff (e.g.
In circumstances where a patient is subsequently "stepped up" to a more intensive intervention, particular attention would need to be paid to their expectations (which may be negative if they have already failed to respond), and to their prior knowledge (which on the other hand could be built upon). Crucially, limited or no response may indicate that the previous assessment missed something important (e.g., associated disorders), underestimated the severity of the insomnia and the "level" of CBT required to address it, misjudged the acceptability of a CBT approach, or that the primary therapeutic challenge now is that of motivation and adherence to CBT rather than CBT per se.
All of these factors indicate that iterative assessment and review is the key to the success of the stepped care system ( Figure  4 ) and that the standardisation of these assessment processes would benefit not only consistent clinical practice but also the pooling on a large scale of research data to evaluate benefit.
The Evidence Base for Clinical Governance in CBT
All services offered to patients must be safe, effective and ethical. It is normal practice to have policies and procedures on how referrals are made, how cases are allocated, how and when to review progress, and how to end episodes of care or to commence new episodes. Likewise, it is incumbent on all professional groups to know, and to work within, the boundaries of their training and their clinical competence, and to maintain their skills for (re-)accreditation purposes. In a stepped care system it is particularly important to raise issues of clinical governance because of the relatively fluid nature of the boundaries between the steps.
At the time of writing, from an evidence-based perspective, about all we can say is that clinical leadership in CBT services can be safely and effectively provided by clinical psychology professionals. This conclusion is underpinned by the summary of points provided in Table 2 , and by the available data.
In brief, CBT is undeniably a psychological theory and therapy, the published evidence for which has been delivered almost exclusively by psychology-led research. [1] [2] [3] [4] [5] [6] [7] [8] 53 In this respect, it may be important to clarify that, in Glasgow, our nurse therapists work entirely under the training, direction and supervision of the psychology team. Indeed, this actually demonstrates how a stepped care system can work, because the role of the psychologist is in assessment, triage, case management and review, and clinical service development, and not only in direct patient care. This is a fairly direct parallel with the "medical model"; clinical responsibility in our setting rests with the supervisor of the CBT programme, the clinical psychologist. Table 2 also highlights that clinical psychology professionals are trained chologists who already have extensive generic training in CBT methods to extend their expertise to include insomnia disorders. Below this, a less experienced graduate student might provide individual therapy or a flexible version of group CBT where the manual could be tailored in parts to the presenting needs and problem formulation. A strictly manualized group CBT programme led by a nurse (or other professional) would then sit at the level below, and immediately above the proposed entry level of a self-administered form of CBT. The three lowest tiers might best be provided in primary care, although there is an argument also for the next again (fourth) level also being in primary care. This may depend on the nature of local services.
How would people be allocated and move between levels of the stepped care CBT system?
In the general description of stepped care, presented earlier, the equivalence assumption would suggest that people should be allocated initially to an entry level treatment, providing they are content to accept that, and that there is no specific evidence that they would be unlikely to respond and no contraindication in terms of risk. This approach places emphasis upon skilled assessment, and herein lies a potential problem -of creating a bottle-neck of (more) people waiting to have their needs evaluated, and so waiting (even longer) for treatment.
Therefore, for a stepped care system to work on a large scale it would be necessary for the healthcare system to settle upon a range of common, validated, and simple tools for initial assessment of the insomnia complaint, and of associated complaints. There is a number of such self-report scales available, as reported earlier. Indeed, consensus opinion on these is available. Likewise, a standard post-intervention assessment should be used to determine what, if any, next steps are required, coupled of course with clinical judgement.
Stepped Care CBT for Insomnia-Espie tells us about who can deliver and who can supervise CBT, there will be other sources of influence. Clinical governance arrangements, line management structures, issues relating to pay and reimbursement, may all vary nationally and locally. It is wise to accept that there will be vested professional interests and that some of these will have no genuine evidence base. Consequently, consultation, negotiation, and above all, pragmatism, will be necessary to find a workable way ahead. Further research is certainly needed to inform such debate, particularly in relation to cost-effectiveness for the purposes of manpower planning.
Consequently a further recommendation is: that work should be completed urgently to consider the 4.
advantages to patient care of developing an inter-disciplinary approach to behavioral sleep medicine practice. The knowledge-base, the theoretical orientations, and the competencies of the the various professional groups who might be involved should be seen as complementary, rather than competing, bearing in mind that costeffective use of people's time and of other health care resource is of the utmost importance stepped Care and the health Care system The stepped care model helps to ensure that the right level of effective care can be provided to the many, not just to the few, and that in so doing, relatively scarce expertise is appropriately targeted. As we have seen, this economy of resources applies not only to direct treatment but also to clinical governance of the service. All of this seems both necessary and timely for CBT. 63 Of course, each health care system will need to consider how it could implement a stepped care model. The application of stepped care is perhaps easiest to envisage in a publicly funded health care system, like the UK National Health Service, where services are funded entirely through tax revenue (from those eligible to pay income tax) and where ability to pay has no influence over the nature or quality of care received. Nevertheless, principles such as equitability of health care provision are central to most health philosophies. Coupled with the CBT growing evidence base for remission and recovery from sleep disorder, health services, whether publically funded or insurance-based, would do well to consider the population morbidity that is normally associated with persistent insomnia. Stepped care CBT may offer a feasible service model, enabling not only insomnia patients to be treated at the right level, but having sufficient "reach" that associated population health might improve. Indeed, the potential for such "down-stream" benefits may be important, persuasive arguments for encouraging some health care organisations (such as HMOs in the US) to invest in stepped care for insomnia. The development and persistence of insomnia is not good for people, who are then more likely to go on to develop (other) costly conditions that potentially reduce the profits of the health care industry. The early and effective treatment of insomnia may improve health and save money. Moreover, there is likely to be some cost saving associated with treating at the assessed level of need within stepped care, because the majority of patients may not need to be seen beyond the primary care level of intervention.
Conclusions and Future Directions
There is compelling evidence that CBT is effective in the treatment of chronic insomnia. Moreover it appears to be popumental health professionals, with generic skills in CBT methods (and other psychosocial interventions). Importantly, therefore, they are qualified to administer psychological therapies that are not yet invented, just as physicians are (already) licensed to prescribe new medicines that come on the market. Psychologists are also the people most likely to develop, instrument and operationalize novel psychological interventions because they are doctorally qualified behavioral scientist-practitioners.
None of this is to say that other professionals do not have generic psychological competencies or specific CBT competencies (and certainly they could develop them), but the only evidence that we have currently available is that CBT is effective in contexts where it is practised by psychologists or under close psychology supervision. It is noteworthy here that there are ongoing efforts being made to develop generic competency frameworks for different levels of CBT practice, that would be open to any practitioner. 59, 60 In consequence of these matters relating to clinical governance, it seems appropriate to assert that professional leadership in behavioral aspects of sleep is essential to safe, effective, and comprehensive clinical practice in sleep medicine. It is recommended, therefore:
that the appointment of a suitably qualified and experi-1.
enced clinical psychologist with behavioral sleep medicine credentials should become an essential criterion for the accreditation of sleep centres; that the roles of this lead person should comprise a) ad-2.
vanced clinical practice, b) staff training and clinical supervision, and c) service development; that these roles are not restricted to insomnia, but extend 3.
to other sleep disorders where a cognitive-behavioral approach to care is appropriate and is evidence-based (e.g. adherence to treatments, parasomnias) It has to be acknowledged that there are some tricky interprofessional issues that will have to be faced here; perhaps even intra-professional ones. This has been recognised both within the sleep field, 39 and more generally. 62 It is important to understand that, quite apart from whatever extant, or future, evidence Psychologists are trained behavioural scientists 7.
The published literature on CBT is almost exclusively from psychol-8.
ogy research groups Psychologists are trained as psychometricians and are trained in 9.
systemic working Psychologists are developing competency frameworks for CBT 10.
methods generally
Stepped Care CBT for Insomnia-Espie ognition that the assessment and review process is iterative. People will move (appropriately) between levels, so we will need to know the sensitivity/ specificity of the original, and subsequent, decisions about placement within the hierarchy, in terms of treatment response and recovery. Moreover, mediator and moderator variables (e.g. patient characteristics, treatment preference, format, setting, therapist factors) that we usually try to control for, or at best try to evaluate post hoc, need to become the primary focus of research endeavour if we are to know what best works for whom. Above all, if we were to reach the dizzy heights, that the availability of CBT were no longer an issue, the single and combined use of CBT and PCT would need to be evaluated pragmatically, in real world settings, in respect of both short and longterm outcomes at each level of the stepped care model. 
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This was not an industry supported study. Dr. Espie has participated in speaking engagements for Takeda, Lundbeck, and GlaxoSmithKline and is on the advisory board of Sanofi-Aventis, GlaxoSmithKline, Lundbeck, and Actelion. rEfErEnCEs lar, safe and lastingly beneficial. In short, it has an excellent product profile, but it cannot be bottled. Consequently, CBT has made little impact on the numbers of people who might need it, want it, and benefit from it.
In this paper, a stepped care model has been proposed as a health technology solution for delivering CBT as a first line insomnia treatment. The advantages of this approach are a) that it helps to ensure that patients will receive the least complex and most accessible intervention from which they are likely to benefit; b) that the greatest number of people who need treatment may receive it; c) that scarce expertise and expensive resource is available to those in greatest need; and c) that an insomnia treatment pathway can ensure seamless transition from one level of care to another, through active clinical collaboration (e.g. amongst professionals, between primary and secondary care).
At the time of writing, self-administered CBT has accumulated sufficient evidence to suggest that it can provide the least restrictive minimal intervention for the stepped care platform. Where face to face therapy is concerned, small group manualized CBT offers the potential for trained health care staff to become critical to a new CBT workforce. The clinical leadership role of psychologists is clearly best evidenced, and crucially the stepped care model would see such expertise being spread across assessment, training, supervision and service management roles, as well as direct clinical care of complex cases at an advanced level.
A hierarchy comprising five levels of CBT stepped care has been proposed. It has to be acknowledged that this represents a blend of evidence and pragmatism. In particular, the second and third levels have some similarities. These levels are differentiated by the generic nature of the healthcare workforce (in primary care) who potentially might be recruited to deliver absolutely standardized CBT for insomnia as per manual (second level); versus the graduate psychologist (third level), who are less available and more highly trained (in psychology) and so better equipped to provide basic tailoring of standard CBT, thus raising the introduction of one-on-one therapy.
In looking ahead it will be important also to consider whether a distinction needs to be made between self-help (however effective) and publically funded/ reimbursed healthcare. What an individual chooses to do privately by way of self-help and selfimprovement ultimately may, or may not, breach the threshold of organized healthcare delivery through professionally staffed services. Either way, the stepped care approach appears to be sufficiently flexible as a clinical triage system and as a resource allocation model to deliver appropriate care to people at their point of need. What ultimately will drive health care professionals to participate in a stepped care approach will be the interplay between a) much greater public health recognition of the medical, psychological and socio-economic imperatives relating to insomnia; b) the potential benefits to the patient group of taking a population based approach (access and effectiveness); and c) the professional advantages of participation (role clarification and reward).
Finally, it is clear that there is a considerable research agenda. This has to focus more on "phase four," clinical effectiveness studies, capable of evaluating the insomnia health care system. This means not merely a simple allocation to group model, with analysis of comparative outcomes against "usual care," but rec-
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